(1) Over 15 months, 532 consecutive admissions to the CCU at the Radcliffe Oxford were studied; of these 333 were cases of myocardial infarction, and 319 were first admissions for this condition. Information about survival and return to work was collected for 300. A further 30 had artificial pacemakers inserted; there were 141 (26%) of the 532 cases which did not require the special care offered by the CCU.
(3) Among men aged under 65 years, 6 of 11 who received shock, compared with 117 (77%) who did not receive shock, returned to work after leaving hospital. (4) Rates of admission to the CCU of cases of myocardial infarction per 1000 standardised population among people living in the areas around Oxford City were estimated as being 58 per cent of admission rates of cases among residents of the city. (5) The case incidence of ventricularfibrillation and the case fatality rate were both higher among those living in the environs than among those living in the city, but these differences were not statistically significant. (6) It is also concluded that insufficient is known about the factors underlying the general practitioner's decision to conmit a case of myocardial infarction to other than short ambulance journeys or about the effects of such journeys on prognosis.
Effective clinical management of myocardial infarction is greatly complicated by the fact that 45 per cent of those who die within 4 weeks of the attack do so within the first hour, and 60 per cent within the first 6 hours after onset (Armstrong et al., 1972) . However, if the patient reaches hospital in time, high energy direct current electric shock can prevent death from ventricular fibrillation, and this treatment seems to be most effective when it is carried out in special quiet wards, with a high ratio of skilled staff to each bed, and continuous monitoring of cardiac rhythm to provide immediate warning of abnormalities. The history of the development of these special coronary care units (CCUs) has been well described by Oliver et al. (1967) Table 1 shows that for 18 (3%) of the 532 cases admitted to the CCU during the period, no diagnosis could be found in the records. Patients in this group tended to be gravely ill and it was not possible to be sure from their incomplete records whether in fact they had died in hospital. In a further 181 (34%) cases the diagnosis was not clearly established as being myocardial infarction. Of these, 28 were for routine insertion of a pacemaker, and 12 of them were pacemaker emergencies, so that their management required the special facilities available in a CCU. Thus of the 532 cases, 141 (26%) did not prove to need the special Table 3 and this was significantly the lower figure (P < 0-01). For those who left hospital alive, the case fatalities between discharge and the end of the follow-up period are given, and though the fatality rate in the interim between discharge and the end Table 4 ).
Place of attack and distance from home to hospital The number of women in the study was small, and they had different patterns of use of the CCU from men, so they were excluded from the analysis that follows. In A second factor that could affect referral patterns is standard of housing. Clearly, it is more difficult to care satisfactorily for a case of myocardial infarction in a substandard home than in an adequate one. Again we had no direct data on this for patients in the study, but the census figures in Table 8 suggest that differences in this respect were small; though the houses in the city are generally slightly better equipped, they are a little more crowded. On the question of community support, the proportion of people living alone was twice as high in the city as in the environs, but was a relatively small fraction of the overall population, and there was no difference in the proportions for male pensioners, i.e. men aged 65 and over. A further relevant point is that some patients in the environs may have been taken to other hospitals. The extent of this 'leakage' is being investigated; but given the definition of the areas and the locations of alternative hospitals this effect is likely to have been very small. Thus, though some of the discrepancy may be discounted against differences in incidence, our data do seem to indicate that a patient whose home is relatively remote is less likely to be admitted to the CCU than someone living in Oxford. Table 5 shows that a slightly greater proportion of urban than rural dwellers among the patients had their attack away from home. One explanation is that city dwellers who have their attacks at work or in the street are normally taken straight to hospital, whereas country dwellers with attacks in similar circumstances are more likely to be taken home. We do know that the medical staff at British Leyland always send a case of acute myocardial infarction straight to the Radcliffe Infirmary (W. G. White, 1974, personal What of the patients who are admitted in spite of the fact that their home is some distance from the CCU? Our data here once more are scanty, but reference to Kinlen (1969) and information provided to us by the ambulance service suggests that the difference in journey time for city dwellers as against country dwellers is on average of the order of 20 minutes though a few of the cases in this series probably travelled for nearly an hour. In general, time in transit is short relative to overall delay between onset and treatment (Armstrong et al., 1972; Kinlen, 1973) , but if anything the proportion of cases requiring DC shock might be expected to be a little higher among the city than the country dwellers. The opposite was found to be the case and Rose (1975) that despite the success of defibrillation, and despite the sharp increase in admission rates of cases of coronary heart disease to hospital over the past decade, death rates from this condition both in the general population and in hospital remain unchanged in England and Wales.
Between 30 and 40 per cent of attacks take place away from home (Kinlen, 1969; Tunstall Pedoe et al., 1975) and some of these will inevitably be brought into hospital. Others will have to be admitted for social reasons, and in general it seems that prognosis is probably better in a CCU than in a general ward. What about the remainder? Mather et al. (1976) 
